Here I discuss a series of in adequate decisions made by governments of, e.g., the European Union when designing strategies aimed at preventing the spread of human immunodeficiency virus (HIV). Although there have been minor successes in curbing the spread of HIV, here I focus on the multiple failings that have indirectly fostered the spread of HIV. I propose that a novel, programmatic set of strategies are needed to prevent the spread of HIV, which will be necessary to meet aims of the End of AIDS (acquired immunodeficiency syndrome) project. I also discuss barriers to the End of AIDS project, including financial burdens and noncompliance, in particular of the "at-risk" termed population in resource rich countries, with current prevention strategies. The aim is (i) to foster supporting for the UNAIDS project by customized prevention concepts; and (ii) to raise awareness for the challenges yet to come, should the UNAIDS project fail.
rough analysis of the social factors influencing health and disease, and the factors responsible for inequality" [1] .
This includes: (i) general information about the routes of HIV transmission and some clinical aspects for the public at large have been provided; and (ii) the messages developed by the respective public health authorities for the HIV prevention concepts try to influence human behavior by applying a social learning strategy, aimed at encouraging the avoidance of risky lifestyles favorable to person-to-person transmission of HIV (e.g., unprotected anal intercourse/UAI, unsafe injection practices during drug use). Other factors posing a risk for acquiring HIV include lower socio-economic status, lower education, troubled teens, structural inequities, and culturally sensitive situations. Those have to be seen apart from the possibility of mother-to-child transmission, occupational infections and blood transfusion.
However, this approach is flawed because: the HIV transmission gets driven onwards by an individual behavior which is mainly guided by the emotional level, i.e., coined partly by cognitive dissonance and instinctively controlled by the sexual urge. Exclusively providing correct messages aimed at changing an ingrained behavior is not enough; solely deploying this strategy by just addressing the cognitive level was a wrong decision. These strategies are basing on self-deceptions about people being unable to understand the messages and sub-populations (referred to as the at-risk group or key population) with selfish gained behavior. A proportion of the "most at-risk population" [2] might already suffer from cognitive restrictions caused by HIV infection of the central nervous system (CNS), which might be aggravated by the use of psychedelic drugs (see below).
These inadequate concepts lead to mistakes. For example, the same messages are given to adults (highly and poorly educated), teens, socially separated people, people with psychological disorders, and those with libidinal carvings likely to overriding any intellectual-based message.
Without exception, the prevention concepts base just on information, counseling distributed both by mass communication for the general population and rare individual counseling by specially trained services at different organizations, official ones, and Non-Government Organizations (NGO).
These liberal concepts allow unlimited autonomy for the individuals' self-determination and, therefore, overlook opportunities for forcing personal responsibility, as well as providing any sustained counseling. Thus, the designers and policy makers, who seemed to be insulated from real life settings, assume that the at-risk population will behave responsibly if informed. This assumes that the population uniformly understands and complies (less risky behavior) with the message. This is wrong. Indeed, the exact opposite result (more risky behavior) has been observed.
It is only in recent years that the idea of linking at-risk people to medical and social care services has gained acceptance. Thus, HIV testing rates have increased and, in the case of comorbidities, patients are better managed.
Interim Summary
Since about 2003, the HIV prevention strategies are a combination of NPH concepts and antiretroviral therapy (ART). However, this appears to have been insufficient. The Global AIDS Update presented by UNAIDS (2016) states that, "2.1 million (…) people became newly infected with HIV (end 2015)" [3] (for more details see the chapter UNAIDS project 90:90:90) .
With regard to the WHO's initiative on HIV prevention [4] , the following statement lacks of pointing to the root causes on what is driving the HIV epidemic: "Despite all the efforts to fight HIV, this year the European Region has reached over 142,000 new HIV infections, the highest number ever. This is a serious concern" (in 2014) [5] . The same applies to the Political Declaration on Ending AIDS by the UN [6] . These trends have not changed yet [7] . The matter in question for 2015 reveals "… 153407 HIV infections newly diagnosed in 50 of the 53 countries of the WHO European Region in 2015 ..." [8] . Also:
"The data presented in this report indicate that, despite significant efforts dedicated to the prevention and control of HIV in Europe, the number of new HIV diagnoses has not declined substantially over the last decade in the western part of the Region and the EU/EEA, and has more than doubled in the East. In the Centre, while remaining at a low level overall, the number of new diagnoses has increased more than anywhere else in the Region" [9] .
The same holds true according to a statement of the Conference on HIV: "Although there have been impressive gains in reducing the number of AIDS diagnoses during the last decade, the burden of HIV infection remains unacceptably high in Europe.(…).Europe is the region with the fastest growing rate of infection in the world. There is good evidence on what works to prevent and control HIV effectively. To reverse the HIV epidemic in the EU/EEA, countries need to scale up: (…)" [10] .
Both statements don't point to the core causes behind the spreading of HIV. Given the continuing increase in HIV prevalence in the countries addressed the above-cited statements have disregarded the down-home realities of human behavior in particular of the at-risk people-also termed core or key population.
What Went Wrong?
Analysis about what went wrong must consider the 'direct barriers' and the repercussions/ramifications resulting from these.
Regarding the most affected people in certain areas and countries with comparable standards of education and health care: EU (West-and Central-EU): MSM followed by heterosexuals; the East-EU: injecting drug users (IDU) dominate; the USA: notably MSM, heterosexuals, IDU.
a. Autonomy for sexual laxity of any kind: In countries that follow this ruling it imparts free decisions for the benefits of individual risky lifestyles on account of the value-based community by following the modern trends of a selfishly guided individualism [11] (i.e., it lacks to claim everybody's responsiveness for partners and for the society).Instead, the political leaders give self-interestedness superior importance than the public interest.
b. This ruling worked to some degree for people willing to surrender to ethical rules and duties to the communities [12] . Concurrent partnerships [13] or overlapping partnerships, resp. in the context of high promiscuity; such settings potentially promote, e.g., blending of different HIV clades and future transmitted drug resistance (TDR) [14] . Also, there are these mass events where people gather to intentionally engage in drugs and sex with multiple partners [15] . These trends are supported by new technologies, such as "geosocial networking apps" [16] . d. Furthermore, certain types of risky behaviors are potentiated by misusing psychedelic drugs, e.g., "Legal Highs" or illicit ones, resp., during settings termed such as "sex and drugs, chem-sex" [17] [18] [19] . In the context of the legalization of marijuana, its epigenetic fixed ramifications have to be considered [20] .
When consuming short-and long-acting illicit drugs, cognitive control is limited and might result in loss of self-control, possibly leading to risky sex practices [21] .
It is a well-known fact that, in settings of like-minded people, endogenous in- The fact is that all those responsible for HIV prevention campaigns have overlooked or intentionally neglected very basic knowledge of psychology: thus failing to counteracting the fault-tolerant behavior of people who spread HIV leads towards a negative learning effect to them; because there are no restrictions by law an attitude gained momentum such as: upholding risk-prone lifestyles has gained a dominating scale; tolerating such trends render legal systems helpless to act as a fundamental normative principle to correct human behavior.
The Results Thereof
Continuing with the rule of autonomy, engagement in risky sexual behaviors was increased by the availability of highly active antiretroviral therapy (HAART)
at the end of the last century-and consequences thereof [24] However, the messages about the effect of HAART on the infectiousness emerged such as a relief for those infected with HIV, i.e., to be rid of any coercion to follow safe sex rules-just in view of HIV. Again, trends of this kind reveal the limits of the current prevention strategies.
HAART is part of the treatment as prevention (TASP) strategy [28] , and became part of the vision of UNAIDS to end AIDS. However, an inverse effect took place: by misusing its key advantages by too many of the at-risk people [29] , its goal became partly offset. Rather than decreasing HIV prevalence, HIV"… continues to expand in most low, middle, and upper income countries" prevalence is increasing globally [30] [31]. Despite ongoing safe-sex and safe-use campaigns and the availability of HAART since the midst of the 1990's, the spread of HIV is ongoing, and the incidences of HIV are going up. Therefore, new policies have to show up limits against selfish behavior that supports the spread of HIV.
What Needs to Be Changed?
What needs to be changed? [32] The statement of representatives of the WHO, 2015, as in [5] features the concession of the serious setbacks of the HIV prevention strategies for Europe. Subsuming the severe ramifications thereof for the societies, the disambiguating message is: to continue with the HIV prevention strategies only as before is an irresponsible perspective. The current ones, which are guided by the apprehension of a principled autonomy, have to call into question; it requires revision and customization regarding the future challenges targeting the people of the most hit age groups engaged in modern sexual laxity.
Future strategies also have to prioritize measures for those people who will continue to intentionally ignore the current prevention messages (PM) in combination with the TASP strategy; in the interest of the societies, it is a legal approach forcing them to subordinate to the objective of the realization this UNAIDS There are urgent claims for trying to modify the ingrained behavior of those at risk, in particular of the MSM in Europe and USA. However, the yet unsolved task is on how to intervene in real life scenarios expressed in "… Behavior beats
Science" [33] .
But messages of such kind finally have also to illustrate positive aspects when living without HIV.
Interim Conclusions
These indulged and unresolved issues pose direct barriers counteracting all endeavors to contain the spread of HIV. Policy decision makers should get a sobering impact regarding the mounting collateral damage to the communities resulting in extreme challenges for the societies in the long-term view that will last for decades-if they continue protecting people who insist on behavior which promotes the spread of HIV. [35] . that is, about 18.5 million people are living without ART, and partly unaware of their HIV infection. UNAIDS itself already heralded warningly: "Without scale-up, the AIDS epidemic will continue to outrun the response, increasing the long-term need for HIV treatment and increasing future costs" [36] ; and "If we take a look at the available data, we can see that Europe needs to improve its HIV response in several areas". (..) "Currently, two out of three EU/EEA countries tell us that they do not have sufficient funding for prevention interventions (…)" [37] .
UNAIDS Project
"There is mounting anxiety among the experts and the activists at this year's Durban International Aids Conference that the epidemic may slip out of control once more" [38] . A severe warning was also given at the IAS 2015 conference:"The world must act rapidly to drive down HIV incidence, death, and long-term costs. (…) We call on leaders the world over to implement HIV science and commit to providing access to immediate HIV treatment to all people living with HIV" [39] .
Thus, it is clearly necessary to boost HIV testing. This raises the question:
How to achieve the necessary impact on HIV-infected people to provide them with HAART?
a) The testing concept of the USPSTF should be applied [40] [41]. Essentially, political decision makers have to be reminded of having disregarded, and of the CDC "(…) traditional disease-control principles and proven interventions (…)", as in [22] from the first days of the HIV pandemic. The strategy of the USPSTF should remind decision makers to establish HIV testing as a regular practice; the exceptionalism of the HIV infection should be abandoned. This could involve intensifying testing regimes for high-risk group members. Also, testing regimes must include counseling adapted for key populations and include efforts to link HIV-negative (test repeats!) and HIV-positive tested people to medical care [42] .
b) Community-based rapid HIV testing should be applied to reach marginalized people [43] .
c) Outreach work should be extended to contact IDU in safe injection/consumption facilities to both help them (i) when changing needles, syringes, and
(ii) also assist them by tailored counseling to get an HIV test and offering them support if tested HIV-positive.
d) Where existing, the non-disclosure habit/rule that allows HIV infected individuals not to inform a potential partner about their HIV status has to be questioned. The Technical Report of the ECDC clearly depicts the "…wide variety of partner notification practices in Europe" [44] . The particular psychological charges that entail the "non-disclosure" situations should be re-visited [45] . A consequence of lacking any comprehensive, reality-based concepts for the actual at-risk people and the newcomers for the risk communities might be:
without any goal to integrate them back into the society, this kind of the "autonomy based" 'freedom' like "let them have their fun" will increasingly pave the way for the ongoing misuse of solidarity at the expense of strains for the societies (e.g., future services and costs for).
However, critics have stated that"…an analysis showing that donor funding for the HIV response in low-and middle-income countries declined by almost 13% between 2014 and 2015" [45] ; and a positive view "Global gains …" [47] ; disparities of 'antiretroviral therapy' between real world and clinical cohort trials reveal significant limitations regarding the recommended regimens [48] , and difficulties regarding certain HIV testing strategies [49] .
A report from the 15 th European AIDS Conference cited statements that show existing and possible barriers to the UNAIDS 90-90-90 targets [50] . Another report only focuses on the need of financial support by stating "There are now whole communities of survivors living longer and living with comorbidities …" [51] . Despite expected future problems, there are favorable reports from resource-rich countries, such as Sweden [52] , the USA (San Francisco) [53] , and the United Kingdom [54] . 
What's Lurking in This Context

Scenario 1-What Would Be the Result?
Is this a realistic vision? Because there are imperceptibly calculable issues posing challenges to the society's specialties. The demand for covering the costs for the people receiving cART might last for several decades due to their longer lifetime.
There are already considerations on how to manage the costs [56] [57] . Therefore, it is necessary to make aware those responsible for health care and social services in that they have to consider the additional costs for treatment the comorbidities too-a large part of them are due to STIs derived ones which have been acquired via shared routes of transmission of HIV.
In addition to the current situations, with barriers already in place as a consequence of the liberal structured prevention campaigns which others ones are to be expected with the potential of a failure of Scenario 1?
Some selected serious aspects are: (i) Uncertainties regarding the concept of TASP in real world settings [58] ; this is with eminent regard to the adherence to cART [59] in the short and the life-long term, i.e., decades, and the increasing problems with ART-resistant HIV [60] [61]; (ii) the ongoing no-cooperation attitudes of the at-risk hardliner/population-MSM followed by heterosexuals-and injecting drug users with respect to European countries [62] ; decision makers at the political levels should be aware of the complacency effect of those people receiving HAART: it is to be expected that a portion of them remain infectious to partners and unconcernedly continue risky practices; in the context of not being able to evaluate remaining risks; (iii) the contribution of spreading HIV by "unreasonable regular and other travelers belonging to a higher risk class of people [63] [64]"; (iv) the ongoing spread of HIV in Central Europe unaffected by prevention campaigns [65] ; (v) the social problems of lost people in long-term HIV care [66] ; concomitantly, the UNAIDS project can gain support by the pre-exposure (PrEP) strategy at the first glance. However, it shows the same "side effects" as with the TASP strategy: complacency and carelessness seduced too many of them to follow risky practices (e.g., unprotected intercourse, resulting in increasing rates of HCV, as well as other STIs) [67] .
The potential of these issues expresses concern; the message hereof is: the UNAIDS project needs urgent support by devising appropriate prevention concepts provided with framing restraints which must have allocative functions.
Regarding this background, doubts are justified whether the vision of UNAIDS may reach its goal.
Scenario 2-The Perpetuation of the HIV Pandemic?
Political decision makers must address the question of whether the current prevention strategies are adequate. Based on bad experiences in the past, new concepts must be developed to tackle the yet tolerated ignorance of the current prevention concepts by too many people. Many of these details are similar to those described above but some additional points are raised below.
As well as the costs associated with ART and issues regarding drug resistance [77] . Further aspects of a diversification of HIV concern the controllers [78] and the "viremic non-progressors VNP" [79] , who live asymptomatically with the HIV (i.e., without yet being diseased from; but with the potential to spread HIV). Similarities with the situation in Chimpanzees infected with the simian immunodeficiency virus (SIV cpz ) but relatively resistant to the establishment of an immune defect should possibly be a warning regarding "humankind's future" [80] .
HIV infection of the CNS has gained an exceptional importance. The CNS is accepted as a reservoir for HIV with the potential for "systemic reseeding", and there are indications that, cART treatment is unable to eliminate the CNS sequelae of HIV infection [81] . HIV-associated neurological deficits may range from mild mental disorders with cognitive impairments to severe neuropsychological diseases. Once infected, the infection of the CNS with HCV also has the potential to cause neurocognitive impairments [82] . In the case of HIV/HCV coinfection of the CNS, neurological disorders might be aggravated [83] [84]; this is to be seen with special concern of the HCV reinfection scenarios [85] .
Such situations might result in a higher rate of unemployment for those living with HIV [86] . Although sparsely reported at present, such cases might add up due to their longer life expectancy and will require increased hospitalization and medical care, thus increasing costs for treatment and welfare.
Additional charges for the health care system will increase because of the almost overlooked epidemics caused by other STIs, such as HCV [87] [88] [89] .
There are 177.5 million HCV-infected adults worldwide [90] ; in particular, the following aspects have to be addressed here: the shared routes of HCV and HIV transmission in the wake of traumatizing unprotected sexual intercourse have to be seen in the context of HCV in the rectal fluid of HIV/HCV co-infected MSM [91] -as a consequence of worry-free attitudes when trusting on HAART once infected, but not observing the messages of the prevention campaigns [92] . The transmission of HCV extends for injecting drug users when sharing blood contaminated paraphernalia. Cancers [99] , have been described that will need additional medical care about their extended life. "We have reached a decisive moment for the nation" (…) "STD rates are rising, and many of the country's systems for preventing STDs have eroded. We must mobilize, rebuild and expand services-or the human and economic burden will continue to grow" [100] .
The dilemma with tuberculosis in general [101] and particular in developing countries (e.g., South Africa's XDR-TB epidemic) is due to transmission rather than the evolution of resistant strains [102] .
Conclusions
1) The development of the HIV epidemic in the EU demonstrates that the current policies have failed to curb the incidences of HIV infection and halt self-supporting chains of infections; 2) The at-risk population, as in [2] are most affected; 3) Therefore, political decision makers and proponents of the liberal concepts are confronted with a large at-risk population and continued non-compliant behavior; 4) The current prevention campaigns are fraught with insufficiencies; 5) Continuing them furthermore, the hard-edged prospect is: the at-risk "subculture" population and other people being prone to spontaneous risk engagement of any kind will not behave cooperatively with the correct prevention messages for different reasons and may perpetuate the HIV epidemics. 6) These people have the potential to boycott the UNAIDS-Project with yet inestimable financial burden for decades in the future to cover the medical and social care systems. If these trends continue, the social stability of these communities is at risk. 7) To foster support for the UNAIDS project, and to forestall the worst case Scenario 2: apart from customizing current prevention concepts to reach the communities in general, the largest share of may not exhibit "high risk" attitudes in the context covered here, it is inalienable to design alternative multisector approaches: i) new incentives must be able to reach the prevention resistant parts of the key population; and ii) they must include messages enforcing individual cooperation and responsibility for partners and the value-based communities. 8) A project is needed that analyzes elements of the various multisectoral barriers; this is to select and compile evidence based results on a coordinated, comprehensive strategy with nationally adapted concepts. To avoid overlapping, possibly also opposing elements it should be guided by a supranational, politically independent institution. 9) If the obstacles addressed are not solved effectively soon, the HIV pandemic might become an unmanageable situation.
